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SustainabilitySistema Ser is a private health care organization that originated in the volunteer work of its founder and director,
Dr. Jorge Gronda,who, over the course of 15 years, established structures that turned his personal initiative into a
sustainable enterprise. At the time of the case, Dr. Gronda is considering how to lead his organization into its next
important development step, further scaling SSer's social impact. The case's core issue is whether or not
Dr. Gronda should maintain SSer's current service portfolio but geographically expand the organization in
order to reach a large number of remote BOP communitieswith primary health services, or if SSer should broaden
its range of services to cover additional medical procedures offered in San Salvador.
© 2015 The Authors. Published by Elsevier Inc. This is an open access article under the CC BY license
(http://creativecommons.org/licenses/by/4.0/).1. Introduction
Early one morning in September 2013, Dr. Jorge Gronda, an
Argentine gynecologist, was on his way to the Puna, a highland region
in Jujuy, one of Argentina's most northern and poorest provinces (see
Appendix A). As he traveled, Dr. Gronda remembered volunteering in
this remote area, far from the province's capital, San Salvador de Jujuy,
and fromany reasonable access to health care services. Thework had in-
spired him to gradually establish a private health care system for this
base of thepyramid (BOP)market, providing services to poor communi-
ties that an ineffective public system had failed to supply. He called
his organization “Sistema Ser” (SSer), a network comprised of CEGIN
(a private enterprise and medical center belonging to Dr. Gronda andtema Ser were about renaming
e authors thank the Centro de
tp://ciconocimientos.org) for
hcare Initiative (CAHI: http://
; ArchWoodside for comments
s for their helpful feedback; and,
(SSer), and Rosario Quispe for
ganization and local context.
pus Walter Kissling Gam, 2 km
960-4050, Costa Rica.
. This is an open access article underhis family, offering preventive and primary gynecological services); a
number of independent, afﬁliated private health care providers; and
Fundación Ser (a foundation that coordinates the afﬁliation of further
providers and the promotion of the SSer network). SSer offered a variety
of high-quality, low-cost primary health care services—low-complexity
treatments that address some 80% of the most common diseases—for
people otherwise excluded from the health care system.
Dr. Gronda crossed the pass at an altitude of more than 4000 m and
took the familiar, dusty road through the salt desert. In an hour, he
would reach Abra Pampa, a town of 9425 inhabitants, manywith indig-
enous roots. There, hewouldmeet with Rosario Quispe, a long-standing
friend and local entrepreneur. She had introduced Dr. Gronda to this re-
gion 20 years before and was now eager to discuss with him a difﬁcult
decision that he was facing. Should he extend the current activities of
his organization—which operated predominantly in San Salvador, the
capital of Jujuy—to the Puna? Or should he use the new private hospital
he had recently started managing to extend SSer's range of services de-
livered in San Salvador? When Dr. Gronda had spoken with Rosario
about the issue some months before, she had shared her concern:
“Sistema Ser works well in San Salvador. But here, in the Puna, SSer
reaches maybe 5% of the women. The other 95% are still left without
care.”
Dr. Gronda and Rosario agreed that extending SSer's health services
to the Punawould generate at least two challenges. First, in order to es-
tablish a permanent practice in Abra Pampa, SSer would need to ﬁnd
physicians who were willing to work in this remote region on athe CC BY license (http://creativecommons.org/licenses/by/4.0/).
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who he thought he might be able to motivate to do the job. They were
very connected to the region and would soon return from their training
in Cuba. Still, Dr. Gronda and Rosario knew that if working in the Puna
did not pay off ﬁnancially for the physicians, they would not stay.
They were aware that paying physicians to work in the highlands
would be expensive. SSer would need to offer a minimummonthly sal-
ary of 15,000 Argentinian Pesos (ARS; approximately US $2500 in
2013). This would, in turn, require the poor consumers in the Puna to
pay higher prices for health services than the patients in San Salvador
de Jujuy were paying. Second, the Puna was an expansive region with
a low population density. Hence, providing health services in the Puna
would also present logistical challenges. Even if SSer could position phy-
sicians in Abra Pampa, patients would still need to travel long distances,
spending several hours on the sparse bus routes that connect the small
villages to the town.
Rather than scale health services to the Puna, recent developments
had revealed an alternativeway to increase SSer's impact. A fewmonths
earlier, Dr. Gronda had become president of a newly built private hospi-
tal in San Salvador. The hospital provided SSer the opportunity to broad-
en the scope of services it delivered in San Salvador, particularly for BOP
patients—meaning that it could go beyond primary health services to
include more-complex treatments, otherwise known as secondary
health care.
In any case, scaling SSer's services seemed very important. Just the
day before, headlines in Jujuy had reported the resignation of 300
local physicians from the public health care system. “It's obvious,”
thought Dr. Gronda, “physicians want to send a message. The state of
the public health care system is no longer bearable. Physicians can hard-
ly earn a living, and the majority of the population still doesn't have ac-
cess to timely, quality care. I need to respond to this crisis of the
Argentine public health care system by increasing the social impact of
my organization. At the moment, I can see options, but which one
should I choose?”2. Health care needs of BOP populations
Health care in Argentina is delivered by both private and public pro-
viders (see Appendix B) or, as Dr. Gronda describes it, “One system for
the rich and another for the poor.” People who purchase private insur-
ance and those covered by the public social insurance sector (“obra
social”) may access the services of public or private facilities, contracted
by their insurance company, which then refunds the respective pro-
vider. All individuals who work in the formal (private or public)
economy, as well as their families, are covered by public social in-
surance. Only a minority of people, however, can afford private in-
surance. In 2006, this number was estimated to be 3.3 million
people—just eight percent of the population of Argentina (Belló &
Becerril-Montekio, 2011).
Thus, a large percentage of the population depends on public health
care services that offer treatments free of charge. But the public system
is fragmented and characterized by an inefﬁcient use of resources, high
variations in the quality of care, a lack of adequate infrastructure, and
low salaries (OPS, 2011). As Dr. Gronda explains, low salaries have led
to yet another problem: in the public domain, a physician earns roughly
US $800 a month, while a private-practice physician can earn US $2000
to $10,000, depending on the type of services offered and other factors.
Therefore, many physicians spend considerable timeworking in private
practices.
Because physicians prefer to work in the private sector, they are less
available for patients in the public system. Together with an increasing
number of people going to hospitals for health care services, patients
often spend hours waiting to be seen (there is no appointment system
to see physicians), sometimes even overnight. Even the simplest surger-
ies have signiﬁcant waiting times. For example, patients can wait amonth to have gallstones removed and often twice that for more-
complex procedures.
BOP populations reside primarily on the outskirts of the capital and
the rural regions of Jujuy, such as the Puna. At the time of the study,
there were only three hospitals and not a single ambulance over a dis-
tance of almost 1000 km. In 2011, a new public hospital with 46 beds,
Nuestra Señora del Rosario, opened in Abra Pampa, the second largest
town in the area. However, the level and quality of its serviceswere per-
ceived to be low. Patients reported the loss of important test results or
infected wounds that stayed open for weeks.
In addition to the issues with the public health care system in
general, the BOP population faced several particular challenges. Ro-
sario explained: “Nearly 95% of the population here [in the Puna]
lack health coverage. Only the approximately 300 men in the
mines and their families have an obra social [public insurance].”
But apart from these few men with formal jobs in the mines, most
people worked in the informal sector. Therefore, they had no access
to public social insurance, and paying out of pocket for private services
was too expensive.
Another of Rosario's concerns was that approximately 90% of spe-
cialty services, such as gynecology, were provided in the province's cap-
ital, San Salvador de Jujuy. But, she explained, “San Salvador is more
than 220 km away from here, Abra Pampa. The distance, the travel
time is immense [up to nine hours by bus]. Then, where do you to
spend the night, where do you eat?… No, no, this is not possible.” See-
ing a physician could take anywhere from two days to a week—with a
negative economic (loss of earnings) and social (leaving family/children
alone at home) impact. The latterwas particularly important, as families
had up to ten children.
Not only was it difﬁcult to receive specialty services in the Puna, but
there was also an insufﬁcient delivery of preventive health care in this
region. And, for a long time, people were not sufﬁciently educated
about either the need to or the possibility to take charge of their
health. Jorge Gronda saw that this situation had already begun to
change—a “paradigm change,” as he called it: “Many women now
know that they can and need to take care of themselves, get their
regular Pap smear tests, etc.” But more would need to be done.
There was still an extremely high rate of cervical cancer and other
preventable diseases in the region with signiﬁcant socio-economic
consequences.
Another issue occurred even when members of BOP communities
did succeed in seeing a physician. They often faced discrimination.
While many were of indigenous roots, their physicians were mostly
white. The doctors were sometimes reluctant to treat people from
the BOP so as not to scare away their white patients; or, when
they did treat members of the BOP, they would do so in a dismissive
way. A 33-year-old woman who was originally from Bolivia recalls
her experience: “The physician did perform a test, but he didn't
tell us what he was doing and why he was doing it. Even when we
asked him, he didn't give us an answer…. It was because of the
color of our skin.”
Without formal employment, lacking social insurance, and often re-
ceiving insufﬁcient, low-quality health care—if at all—many BOP fami-
lies felt forgotten. Similarly, international studies show that “[t]he
absence of formality, both in regards to autonomy and dependence, im-
plies an isolation of theworker from the system and its various beneﬁts,
increasing his/her marginality and, consequently, the perceived exclu-
sion” (Estéves & Esper, 2009).
Although a public health care system in Jujuy was supposedly offer-
ing health care to the poor and uninsured, it was not effective and actu-
ally excluded most people. Hence, there was a highly unfulﬁlled need
for health care services in Jujuy. It was in this context, more than
20 years ago, that Jorge Gronda began to develop a system that would
facilitate access to timely, ethical and quality health care services for
those being excluded from the current health care system (see Fig. 1).
The organization developed along four phases.
Fig. 1. Key actors and locations of SSer. Note: from top left to bottom right: The Puna, Rosario Quispe, entrance of CEGIN, Dr. Jorge Gronda, the new hospital, “Clínica Nuestra Señora de
Fátima.”
Sources: “Clínica Nuestra Señora de Fátima”: http://www.pergaminovirtual.com.ar/diario/ong-rse/15021.html, Photo Dr. Gronda: http://noticiaspositivas.org/wp-content/uploads/2014/
01/Jorge.Gronda-NOTICIAS.POSITIVAS.jpg; own photographs.
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3.1. Creating CEGIN (1983–1993)
In 1983, then a 27-year-old internationally trained medical physi-
cian and gynecologist, Dr. Jorge Gronda returned to Jujuy, where he
had been born into an upper class family. He secured a public-sector
job in gynecological-obstetrics (GYN/OB) in a public hospital in the
province's capital. He also worked in the private sector with his uncle,
Dr. Carlos Bárcena, who had served as his mentor since Dr. Gronda
had returned from his studies abroad. Dr. Bárcena was a gynecologist
of signiﬁcant prestige, impact and ethics, both within the province of
Jujuy and on a national level.
In 1988, Dr. Gronda resigned fromhis public-sector job. In a newspa-
per article titled, “I quit the public sector, because I am tired of howpub-
lic health care is managed,” Dr. Gronda strongly criticized the system,
including the behavior of many of his colleagues:
The most serious issue with hospitals is that we, the doctors, must
act responsibly—as professionals and highly educated individuals.
We must be aware that the thing that most needs saving is our-
selves. In the Pablo Soria Hospital, less than four percent of the doc-
tors complete the hours they are paid for. What's wrong with these
professionals?
After leaving his job in the public sector, Dr. Gronda and Dr. Sergio
Miranda founded the Gynecology Center (CEGIN) in Jujuy. CEGIN
would become the ﬁrst element of Sistema Ser. It was a private,
limited-liability corporation that offered primary gynecological services
to women. With excellent services and the outstanding reputations of
Dr. Gronda, Dr. Miranda, and Dr. Bárcena, CEGIN quickly established
its client base. Most of its patients were covered by public or private in-
surance, including a large number of women from the upper class.3.2. Serving the BOP in the Puna (1993–1999)
Rosario Quispe was a patient of Dr. Gronda's uncle, Dr. Bárcena. She
was working for the church and, therefore, was one of the few women
covered by social health insurance. This allowed her to see specialists
in San Salvador de Jujuy. She knew about the difﬁcult health care situa-
tion of people—particularly women—in the Puna. Her 38-year-old aunt
had died of cancer, leaving behind three children, who Rosario adopted
and cared for in addition to her own seven children. She also knew that
most of the women in her hometown had never seen a gynecologist.
She approached Dr. Gronda with a plea for help. He recalled: “I found
myself face to face with this rural woman, who challenged me, saying,
‘Didn't the university teach you how to keep us from getting sick?
Why don't you come and help us?’” The encounter motivated Dr.
Gronda to work in the Puna as an unpaid volunteer:
These women were the weakest link in Latin America. In the 1990s,
there were non-white, uneducated females earning two dollars or
less per day. The system had failed them because of issues of power,
race and conquest—a story that I imagined had a long past. I felt it
was an injustice.
The volunteer work providedDr. Grondawith a deep learning curve,
challenging everything he had taken for grantedwhile earning hismed-
ical degree abroad:
When I returned to my city—the place of my birth—I felt as though I
was prepared to drive a formula-one racecar, but there were no
roads. Nothing I had learned was helping these people, who were
dying simply because they couldn't access health care. I could oper-
ate on advanced stages of cancer, but the cancer could have easily
been avoided with a test that costs ﬁve dollars. When I ﬁrst became
a doctor, I felt like a god—until I met these women. I had to unlearn
everything I had been taught, and start over.
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Quispe and a group of local women launched promotional tours to mo-
tivate other women to get Papanicolaou tests (pap smears). Dr. Gronda
discovered that a shockingly high number of women in the Puna—some
30%—showed pre-cancer symptoms and needed treatment. He also
learned that these women had received no sex or prenatal education.
For the next six years, he would travel to the remote Puna three or
four days a week, driving several hours to see patients and perform sur-
geries, with no remuneration. He also trained 16 local women to be-
come “health promoters.” They were tasked with teaching other local
women about the importance of pap smears, organizing transportation
to the locations that physicians visited and providing birth control pills
on a monthly basis. Dr. Gronda's personal dedication was key to this
process. He used the money that he earned working with CEGIN to
treat women at the BOP free of charge: “Everyone told me I was
crazy…. I was a successful doctor, earning a lot of money, and I was
‘throwing it all away’ to work with the poor.”
3.3. Creating a “sustainable organization” (1999–2005)
In the late 1990s, Dr. Gronda's solo efforts to provide help to the BOP
had reached its limits: “I discovered that volunteering was serving me
more than it was serving poor, female populations as a whole. It wasn't
sustainable; for every one or two women I saved, ten would die.” Dr.
Gronda was facing severe burnout from years of intensive volunteer
work. Meanwhile, he had become a well-known physician, with his
work published in newspapers and shown on television. “I had become
known as the ‘white doctor’ in Argentina,” he recalled. In 1999, he
reached out to the AVINA foundation, which aimed to strengthen sus-
tainability and entrepreneurship in the region by supporting local
leaders. Thanks to his reputation and the work he had done, AVINA
asked Dr. Gronda to join its leadership team. For ﬁve years, he post-
poned his work as a physician in order to work with AVINA on is-
sues such as poverty alleviation, sustainable development and
the creation of wealth. In 2002, AVINA asked him to participate in
a “Leadership and Management” course at a business school in
Costa Rica. There, he learned how to put sustainable development
into practice. The school changed Dr. Gronda's view of the capitalist
system: “I had always said that I was ‘left of Ché.’ The [business
school] made me see that there is a type of capitalism—or another
way of doing things—that could work, as long as it is based on the
right values.”
In 2004, Dr. Gronda returned to his work as a physician at CEGIN, but
“with a completely different mind-set,” as he put it. He now saw that he
could solve the problems faced by the women at the BOP by creating an
organization that was sustainable: “A situation where I would need to
tell my employees at the end of the month that I could not pay them
because the organization had not operated successfully?—No. I needed
to ﬁnd a way to create an organization that would generate social im-
pact but also operate ﬁnancially sustainable.” Such an organization
would be able to offer excellent, accessible services to a large number
of people.
Dr. Gronda realized that for his business model to work adequately,
he would need to treat BOP populations as equals—not as a doctor from
a different social class who felt sorry for them. He learned to overcome
an important prejudice: that rural women are unable to pay for health
care services. One day, he witnessed a poor woman from the Puna
insist that she did not want to go to the public hospital but, instead,
wanted to be treated at CEGIN and would pay for the treatment:
“You tell me how much it costs. Don't ask me whether I can pay or
not.” To his surprise, the woman returned the next day to pay for
the service:
All of them, the whole family, got together, the brothers and sisters,
and everyone gave 100 dollars or so, and I operated [on] her. This
was a lesson. I never again told someone that they could or couldn'tpay. I never again made that kind of assumption. All I did was pro-
vide an opportunity. And then people go, collect money, or raise
money, sell a vicuna, organize a tombola or whatever.
3.3.1. Creating the “tarjeta” and provider network
More and more women without health coverage turned to CEGIN,
and Dr. Gronda's capacity quickly reached its limit. He responded with
the creation of a health service card—the “Tarjeta SER-CEGIN.”
Dr. Gronda hired several new physicians to work at CEGIN and referred
BOP patients to them. A simple paper card served as proof that
Dr. Gronda had referred the patients. The card also assured the
women that they would be served well and at a low cost, just as Dr.
Gronda would have served them.
In response to an increasing demand, the network of associated phy-
sicians continued to grow, including a growing number of specialists
serving men and children in addition to women. The “tarjeta,” which
was initially provided free of charge, became a membership card called
“Tarjeta SER” (“SER Card”), with an annual fee of 20 ARS (just under US
$4 in 2013).
3.3.2. Fundación Ser and Sistema Ser
Fundación Ser was founded in 2005 in order to provide a formal
organizational structure for the various activities that had evolved
over time, including the provider network (35 physicians) and the
SER Card. The name “Sistema Ser”was introduced to encompass the en-
tire heterogeneous and ever-growing system that included CEGIN,
Fundación Ser, and the providers. This name (roughly translating to
“system of being”) was chosen because it connotes the health and
wellbeing of humans, and because it would create an alternative system
to public health care.
In 2007, Simon Gronda, Dr. Gronda's son, who had just ﬁnished his
MBA, joined the organization as a manager. He began the process of
formalizing and more systematically organizing the still-young
organization's structures and processes in order to render the organiza-
tionmanageable. Up until that time, SSer had beenmore of an idea than
an organization, so providing structure, deﬁning processes and cre-
ating charts helped employees to better understand what SSer
meant and how the system actually worked. But, as Dr. Gronda ad-
mitted a few years later, understanding his organization remained
a challenge for many people, and SSer was still looking for ways to
better explain its unique – and still evolving – structures, in particular
to the public.
3.4. Directing a new private hospital (2013 — today)
In 2013, the wealthy local entrepreneur Juan Pacho (pseudonym)
approached Dr. Gronda. He had just ﬁnished building a private, eight-
story, highly modernized hospital called “Nuestra Señora de Fátima”
on the outskirts of San Salvador de Jujuy. The entrepreneur was looking
for someone with a strong reputation to lead the hospital's operations,
and Dr. Gronda accepted the position. The hospital had 42 beds, two op-
erating theaters, an OB/GYN and neonatology department, and was
equipped with the latest technology. Hence, it offered the entire in-
frastructure needed to provide secondary health services. When the
hospital initially launched its operations, most of its patients giving
birth or requiring specialized surgeries had either private or social
insurance. Thus, like any of the province's other standard private
health care organizations, the hospital attended mainly patients
who were included in the formal health care system. There were,
however, also a few patients from the Puna. Sistema Ser made this
possible by informally offering lower prices and ﬁnancial aid.
Women could either save the money for a birth via the payment of
health savings installments to Fundación Ser, or they could receive
a health care loan.
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ship card. In the same year, some 500women received life-saving surgi-
cal procedures for cervical cancer, and 10,000 women were covered by
contraceptive plans, preventing unwanted pregnancies that often led to
severe consequences such as botched abortions.
4. Sistema Ser
Sistema Ser's visionwas to be recognized as the best option, demon-
strating that it provided high-quality, integrated health care services at
a low cost and high efﬁciency, accessible to excluded sectors and incor-
porating promotion and prevention as essential pillars. According to
Dr. Gronda, Sistema Ser should also have served as a model for other
health care systems:
We dream about replicating this model in other areas. We want to
show that it is a quality, low-cost service that is accessible to exclud-
ed and poor populations. We want to be a replicable model, or for
the state itself to adopt it or contract its services in order to make
health care accessible to the people who have a right to it. We wish
to witness that, with this model, people can be responsible for their
own health (Gronda, 2012: 9 f.)
4.1. Organizational structure
Sistema Ser encompasses CEGIN, Fundación Ser (FSer), and the phy-
sicians and other providers afﬁliated with the network (see Fig. 2).
CEGIN, FSer, and the majority of the physicians and medical centers in
its provider network are located in San Salvador de Jujuy.CEGIN
Sistema SER
Jorge 
Gronda
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Iren
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Fig. 2. Overall structu
Source: based on infoCEGIN is a for-proﬁt organization that began as a private
medical center. It comprises a 600 m2 one-story building with
four consultation rooms, two ultrasound rooms, a mammography
room, a laboratory, an operating room, a waiting room and an ad-
ministrative area. CEGIN provides primary gynecological services,
with a strong focus on prevention—of, for example, cervical can-
cer, breast cancer, and osteoporosis—by offering check-ups and
consultation. In 2013, eight physicians and a number of adminis-
trative staff were employed at CEGIN, in addition to the manage-
ment team.
Fundación Ser (FSer) is a non-proﬁt organization. In 2013, it had two
full-time employees in charge of its various programs. A number of
other professionals, physicians in particular, were hired on a more
ﬂexible basis to provide talks on health prevention, to deliver
health care services to workers of two mines in the Puna region,
and to support the local Ministry of Health in the provision of health
care services.
Fundación Ser is dedicated to the development of health and quality
of life in Argentina. Its vision is an inclusive society and an efﬁcient,
transparent, comfortable and accessible health care system. The
organization's principal role is to coordinate the “Tarjeta SER” or “SER
Card.” As the SER program coordinator explains:
I take care of the sales of the ‘tarjetas.’Mostly, people hear about SSer
and the tarjeta from their friends or family.Wedonot have publicity,
on the radio or so. Only recently, we started informing about SSer
and the tarjeta in our afﬁliated pharmacies. This is going quite well.
So people come to CEGIN. This is our point of sales. And they pay and
receive information and also the card,with their name on it, valid for
one year.Fundación SER
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Fig. 3. Brochure about network of providers of SSer.
Source: SSer.
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suppliers of health care services and for marketing Sistema Ser and
the SER Card. Most promotional activities are carried out through talks
given by CEGIN physicians at schools and other institutions to raise
awareness about the importance of preventive health care.
FSer negotiates prices with its provider network but does not inter-
vene in the interaction between physicians and patients. This modusTable 1
Comparison of prices for selected consultations and exams in primary care in San Salvador
de Jujuy (2013).
Source: SSer.
Specialty/treatment SER Price (in ARS) Standard Price (in ARS) Discount
Cardiology 130 180 28%
Dentistry 50 80 37%
Dermatology 50 100 50%
Gastroenterology 60 100 40%
General Surgery 80 200 60%
Neurology 120 240 50%
Pediatrics 60 120 50%
Psychology 100 120 17%
Traumatology 70 200 65%
Urology 100 200 50%
Exam: Ultrasound 90 180 50%
Exam: PAP Smear 60 120 50%
Exam: Mammogram 100 200 50%
Gallstone Surgery 11,300 (1900 USD) 20,300 (2500 USD) 25%
Birth 7100 (1200 USD) 16,260 (2000 USD) 40%
Hysterectomy 3600 (2200 USD) 24,400 (3000 USD) 25%
Note: SER Price=price for SER Cardholders; Standard Price=price on theprivatemarket
for out-of-pocket payers; based on the November 2013 exchange rate of 1 USD=6ARS, 1
ARS = 0.17 USD.operandi contrasts with that of the social insurance companies, which
play an intermediary role, collecting from the patients and then reim-
bursing service providers. With SSer, patients are able to pay for their
services on site, at the price negotiated directly between FSer and the
physician or another provider.
4.2. Provider network
By 2013, SSer's provider network included numerous physicians
and eight medical centers, covering more than 20 medical special-
ties (see Fig. 3). It also included laboratory services, diagnostic cen-
ters and a dental clinic, as well as pharmacies and opticians. The
network's ﬁrst—and most important—provider was CEGIN. Due to
increasing demand, the number of individual physicians afﬁliated
with FSer grew substantially, going from 12 in 2007 to 46 in
2013. FSer selected physicians with high personal integrity, strong
values and willingness to practice outside of the traditional hierar-
chies of the medical profession — in particular, vis-à-vis patients
from the BOP.
The physicians that make up Sistema Ser sign an agreement, com-
mitting to excellent services at a low cost to the patient—40- to 60%
less than they would have charged private patients and ten-percent
less than they would have charged patients with social insurance.
Also, through the new, private hospital, “Nuestra Señora de Fátima,”
SSer can offer a number of surgeries at a lower cost than the rest of
the private sector (see Table 1).
Physicians join the network because its values align with their
own, because it is less bureaucratic than the social insurance system
(in contrast to the public and social insurance system, as mentioned
above, FSer was not an intermediary), and because it is both per-
sonally and ﬁnancially rewarding. The reduced prices they charge
for their services are balanced by several factors. First, immediately
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ARS (US $10) for a standard consultation. Patients with social in-
surance pay 80 ARS (US $12) for a similar consultation—but physi-
cians typically have to wait months to be reimbursed. With an
inﬂation rate of around 27% and no interest charged, the payments
lose signiﬁcant value.
Second, for private patients, a standard consultation costs about 150
ARS (US $25). However, private patients are rare in the region of Jujuy.
Out of the roughly 200 patients a physician sees in a week, only two or
three are privately insured. Third, serving patients that are members of
Sistema Ser also means an increase in the physician's client base. First,
they gain access to a patient market that would otherwise be fed into
the public system. Second, women, who constitute the largest per-
centage of cardholders, often motivate their whole family to see
the physician as well. At the same time, FSer limits the number of
afﬁliated physicians in order to guarantee a sufﬁcient number of
patients for each.
Physicians recognize the high potential of further scaling the system.
In 2013, roughly 15% of their total client base were SSer members,
showing potential to further distribute the SER Card. Also, physicians
had begun to wish that Sistema Ser would increase the number of ser-
vices it provided by offering ﬁnancial aid to its members. As one trauma
surgeon said:
Sometimes—not too often—but it happens, I have a patient that
needs surgery. Unfortunately, until now, I had to send this patient in-
to the public system. In those cases, I would contact the physicians I
know and try to accelerate the process. But, yes, people in the public
system typically have to wait a long time for surgery.
4.3. Governance
Currently, members of the Gronda family hold management and
advisory positions at CEGIN and FSer. Jorge Gronda is president of
both organizations. Irene Gonzales, his wife, has been the owner
of CEGIN since 2005 and the treasurer of FSer. Simon Gronda, one
of their sons, is part of the management team in both organiza-
tions. Javier Gronda, another son, is the legal advisor for CEGIN
and FSer.
Dr. Gronda is the “face” of the organization. He represents and posi-
tions SSer externally, in both the health care market and the media.
He is also the brain behind exploring new options regarding the
organization's future. Irene Gonzales and Simon Gronda manage the
day-to-day business and aim to make all relevant decisions by con-
sensus. The three family members together make the more compre-
hensive, long-term decisions. In such cases, Dr. Gronda usually
provides the “macro” perspective and often proposes new, some-
times bold, ideas, while Simon Gronda and Irene Gonzales evaluate
the feasibility of these ideas and sometimes conclude that, though
interesting, they are not (yet) manageable for the small but already
complex organization.
4.4. Services and beneﬁts
SSer offers primary health care services, focused on prevention
and covering roughly 80% of health care needs. CEGIN is a center spe-
cializing in low-complexity gynecological treatments, such as con-
sultation, pap smears, ultrasounds, mammography, or minor
surgical procedures. The afﬁliated providers offer a range of other
specialized, primary services.
Recently—but still in only a few cases and on an informal basis—SSer
started offering patients ﬁnancial aid to cover more expensive
and complex secondary health care treatments requiring hospi-
talization. In foreseeable cases, patients can deposit money on amonthly basis until the day of surgery—for example, a pregnant
women prior to giving birth. In some emergency cases, SSer pro-
vides an informal micro-loan at a low interest rate to members
who are unable to receive credit through the standard market or
who might end up paying extremely high interest rates on the
black market.
For people coming to CEGIN and buying a membership card, SSer is
often the only possibility for receiving high-quality treatment at a price
they can afford. Instead of paying a high monthly fee for insurance that,
in the end, theymight not use,with a SER Card, theymake a one-off pay-
ment for the card and then only pay consultation fees when necessary.
Dr. Gronda explains that an expenditure of roughly US $100 would
make it possible to resolve a person's primary health problems in one
year. Moreover, though, he has learned that “poverty is not only an eco-
nomic problem.” He describes the effect of the poor paying for services.
For example:
In Latin America, the poor are invisible. In a public hospital, for ex-
ample, they can bemade to wait up to eight hours for a consultation.
Money makes them visible across the system … also to my col-
leagues. They come in, and receive attention immediately. If people
pay, the whole system behaves differently.
Buying the SER Card results in membership. The car demonstrates
that an individual or family belongs to Sistema Ser and has access to
all its beneﬁts. As one physician explained, “It's about belonging. The pa-
tients feel included and respected. That's the most important element.”
4.5. Members
In 2013, more than 6500 people were using Sistema Ser's services,
while its member base—the number of people who had used the SER
Card since it had ﬁrst been distributed—was nearly 60,000. Any person,
independent of his or her age, origin or social status, and independent of
being covered by social security, a private health insurance or no insur-
ance at all, could become amember by purchasing the SER Card at a cost
of 20 ARS (just under US $4). For Jorge Gronda, there are two sides to
this story:
I created a health care system of excellence for everyone. I cannot
discriminate [against] the rich…. I know, maybe this is unjust. May-
be it is unjust that a very rich woman comes and pays the same
amount for a treatment as a woman who is much poorer. But, well,
the rich woman comes because it's an excellent system, and this to
me is something very good.
The card provides access to the provider network for one year,
starting on the day of purchase. During this year, patients present
their SER Card to the medical secretary or the doctor upon arriving
at their appointment and, based on that, are granted the reduced
fee. After a year, members can decide whether or to renew their
membership. Members include Argentines, Bolivian immigrants
and health “tourists” who would come to Jujuy from neighboring
states. Most members are from the base of the pyramid, with no
health coverage at all. Approximately 88% of the patients coming to
see SSer providers live in San Salvador, and only about ﬁve percent
are from the Puna.
4.6. Finances
CEGIN and FSer have independent ﬁnancial operations (see Table 2).
In 2012, CEGIN had 843,022 ARS (roughly US $150,000) in assets. Its in-
come is generated by providing services to patients from the private
sector, patients with social insurance and FSer members. As a for-
proﬁt organization, it pays taxes. By 2012, Fundación Ser had 148,656
Table 2
CEGIN and FSer ﬁnancial statements.
Source: SSer.
CEGIN SRL — balance sheet
AI
30-04-12
AI
30-04-11
AI
30-04-10
AI
30-04-09
AI
30-04-12
AI
30-04-11
AI
30-04-10
AI
30-04-09
Assets Liabilities
Liquid assets Liquid liabilities
Cash and equivalents 50,863.61 42,338.65 77,064.51 94,535.97 Accounts payable 552,233.22 264,292.59 237,439.59 159,758.53
Investments 0.00 0.00 0.00 0.00 Payments and Social taxes 61,823.43 39,261.37 21,638.92 14,151.15
Sales credits 119,942.68 82,722.23 306,111.08 164,757.23 Tax burden 23,094.06 26,218.18 98,633.85 42,309.13
Other credits 171,016.88 131,721.13 103,471.10 68,784.04 Other debts 0.00 0.00 0.00 13,328.64
Inventories 0.00 0.00 0.00 10,216.82
Total liquid assets 341,823.17 256,782.01 486,646.69 338,294.06 Total current liabilities 637,150.71 329,772.14 357,712.36 229,547.45
Non-liquid assets Non-liquid liabilities
Payable accounts 50,435.29 250,435.29 50,435.29 70,435.29
Other credits 0.00 0.00 0.00 0.00 Taxations 0.00 0.00 5611.02 11,876.94
Fixed assets 501,199.48 391,116.64 224,864.07 147,181.10 Other debts 0.00 0.00 0.00 19,454.84
Total non-liquid assets 501,199.48 391,116.64 224,864.07 147,181.10 Total non-liquid liabilities 50,435.29 250,435.29 56,046.31 101,767.07
Total liability 687,586.00 580,207.43 413,758.67 331,314.52
Net equity (per respective state) 155,436.66 67,691.22 297,752.09 154,160.64
Total assets 843,022.65 647,898.65 711,510.76 485,475.16 Total net liability and equity 843,022.66 647,898.65 711,510.76 485,475.16
FUNDACION SER — balance sheet
AI
30-06-12
AI
30-06-11
AI
30-06-10
AI
30-06-09
AI
30-06-12
AI
30-06-11
AI
30-06-10
AI
30-06-09
Asset Liability
Liquid assets Liquid liabilities
Cash and equivalents 27,785.42 9549.74 6928.68 17,753.69 Payable accounts 0.00 0.00 60,000.00 0.00
Credits 48,404.78 31,757.94 15,843.06 22,747.60 Salaries and charges 11,535.96 12,227.44 8372.55 5507.46
Other credits 39,800.00 34,000.00 0.00 0.00 Other debts 0.00 0.00 0.00 0.00
Total liquid assets 115,990.20 75,307.68 22,771.74 40,501.29 Total liquid liabilities 11,535.96 12,227.44 68,372.55 5507.46
Non-liquid assets Non-liquid liabilities
Other credits 0.00 0.00 0.00 0.00 Unowned
Fixed assets 32,665.90 47,139.79 63,490.99 0.00 Total non-liquid liabilities 0.00 0.00 0.00 0.00
Total non-liquid assets 32,665.90 47,139.79 63,490.99 0.00 Total liability 11,535.96 12,227.44 68,372.55 5507.46
Net equity (per respective state) 137,120.14 110,220.03 17,890.18 34,993.83
Total assets 148,656.10 122,447.47 86,262.73 40,501.29 Total net liability and equity 148,656.10 122,447.47 86,262.73 40,501.29
FUNDACION SER — income statement
AI
30-06-12
AI
30-06-11
AI
30-06-10
AI
30-06-09
General purpose resources 87,801.00 82,297.40 59,879.14 178,508.97
Speciﬁc purpose resources 572,633.80 391,660.30 233,694.67 0.00
Total resources 660,434.80 473,957.70 293,573.81 178,508.97
General administration expenses 179,621.98 135,291.12 90,334.15 154,325.85
Speciﬁc expenses 433,762.28 215,415.27 176,520.08 0.00
Various expenses 3379.54 14,380.26 27,301.03 0.00
Amortization of ﬁxed assets 16,770.89 16,541.20 16,522.20 0.00
Total expenses 633,534.69 381,627.85 310,677.46 154,325.85
Financial and held income 0.00 0.00 0.00 0.00
Ordinary net income 26,900.11 92,329.85 −17,103.65 24,183.12
Additional income 0.00 0.00 0.00 0.00
Final result 26,900.11 92,329.85 −17,103.65 24,183.12
CEGIN SRL — income statement
AI
30-04-12
AI
30-04-11
AI
30-04-10
AI
30-04-09
Net income 1,978,420.88 1,657,672.82 1,842,366.50 1,169,330.51
Cost of exploitation 1,381,690.95 1,351,467.74 1,096,080.24 646,198.01
Gross income 596,729.93 306,205.08 746,286.26 523,132.50
Administration expenses 413,721.04
Marketing expenses 570,9100.94 520,908.28 380,872.01 0.00
Financial and held income
Other income 0.00 0.00 0.00 0.00
Other expenses 0.00 0.00 0.00 11,150.98
Proﬁt from regular operations 25,818.99 −214,703.20 365,414.25 98,260.48
Additional income 0.00 0.00 0.00 0.00
(continued on next page)
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Table 2 (continued)
FUNDACION SER — income statement
AI
30-06-12
AI
30-06-11
AI
30-06-10
AI
30-06-09
Tax on earnings 9036.65 0.00
Tax on minimum overall earnings 4183.02 6981.54 127,894.99 34,391.17
0.00 0.00 0.00 0.00
Proﬁt for the period 12,599.32 −221,684.74 237,519.26 63,869.31
Bold values indicates signiﬁcant at sub-totals and totals.
744 S. Bucher et al. / Journal of Business Research 69 (2016) 736–750ARS (roughly US $25,000) in assets, with a variety of income sources to
cover its costs.
FSer's most important source of income is the SER program,
which generates funds through the sale and renewal of the SER
Card. Additionally, the foundation hires full-time physicians who
provide health care services through a public ofﬁce belonging to
the local Ministry of Health. Starting in 2011, FSer also began to pro-
vide health care services to miners and their wives in a silver and a
zinc mine in the Puna. FSer does not accept donations to cover its
costs and reinvests any surplus. CEGIN and FSer pay the salaries of
the ﬁve members of the Gronda family. CEGIN contributes roughly
80%, and FSer the remaining 20%. When necessary, and on a rather
informal basis, CEGIN lends money to cover FSer's short-term
shortages.5. Scaling Sistema Ser's impact
The sun was high in the sky, and a road sign indicated that it was
just 20 more kilometers to Abra Pampa. Dr. Gronda could have
guessed how much time was left even without the sign; he knew
this route like the back of his hand. As he traveled, he was still pon-
dering how to scale his organization's impact in order to provide
more and better access to health care services to the BOP. He saw
two options. One option was to diffuse SSer's existing services to
the Puna, something that Rosario Quispe was hoping to hear. This
optionwouldmean a geographic expansion of the organization's ser-
vices, which, so far, had operated mainly around the regional capital,
San Salvador de Jujuy. This option would require solving some logis-
tical and ﬁnancial issues. For a moment, Dr. Gronda considered
whether the income of the new private hospital could be used to
help ﬁnance an expansion to the Puna. But no, he was not in the po-
sition to make ﬁnancial decisions that would span the hospital and
CEGIN or FSer because, in contrast to CEGIN, he and his family did
not own the new hospital.Table 3
Data for estimating potential market sizes for the two scaling options.
Option
Primar
Abra P
Abra P
Population(1) 9425
Poor population (population with Unsatisﬁed Basic Needs, UBN)(2) 3430
Poor without health coverage(3) 2401
Notes:
(1) See case text for numbers; population for the Puna based on Fig. 1.
(2) UBN is used as a proxy for poor population (see Fig. 1); 34% is the average for the Puna,
(3) The calculation is referring to the “poor” population, of which 70% are without health coAt the same time, Dr. Gronda couldn't stop thinking about the new
private hospital that had recently come under his direction. SSer was
providing patients—including members from BOP communities—with
services for 80% of primary health care needs, as well as 19% of
secondary-level services. Why not use the new hospital's infrastructure
to systematically expand the range of these services? The hospital's ser-
vices were still primarily for women; however, the hospital offered the
possibility of extending its services into other patient groups and areas
of treatment. As its president, Dr. Gronda would be free to make those
decisions. The provision of secondary-level services would be quite ex-
pensive, going beyondwhat people from the BOP could typically afford.
But early experiences with allowing women to either save the money
for a birth via the payment of health savings installments to Fundación
Ser, or to receive a health care loan, had been promising. What was still
an informal solution for a few patients could be further developed into a
formal option for all. Dr. Gronda considered the possibility of founding a
ﬁnancial services organization as part of SSer that would provide loans
or allow for savings at reasonable rates. Choosing this second option
would add new organizations to the SSer network and require addition-
al investments into SSer's governance structure. It would also require
additional time from Dr. Gronda—for example, to lead communication
efforts and to market the hospital as a new, specialized provider of the
SSer network.
Dr. Gronda quickly glanced at a sheet of paper on the front passenger
seat and then concentrated again on the gravel road. The paper
contained a table with several numbers. Simon, his son, had handed it
to him just before he had left home thatmorning, encouraginghis father
to consider how many people SSer could serve with each of the two
scaling options (see Table 3).
Dr. Gronda found both options to scale Sistema Ser's services—
geographically or in terms of its portfolio— highly attractive. He whis-
pered to himself: “Both options imply a number of challenges. And,
given the small size of our SSer network, it might be difﬁcult to undertake
both options simultaneously.Whichof the twooptions should I choose….
What should I tell Rosario?”1:
y health care, extension to
ampa or the Puna
Option 2:
Secondary health care, including the
provision of ﬁnancial support, in San
Salvador or Jujuy
ampa The Puna San Salvador Jujuy
38,945 265,249 673,307
13,241 55,437 193,912
9269 38,806 135,739
weighted by department.
verage.
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6.1. Key issues and discussion points
The case serves as a basis for advancing students' understanding of
scaling enterprises that operate at the BOP in the following ways:
(1) SOCIAL INNOVATION: The case illustrates a model of social innova-
tion to deliver health care to BOP communities in a developing country.
(2)OPERATINGAT THEBOP: Students understand the economic and so-
cial context of rural BOP communities in developing countries, including
their position vis-à-vis formal and informal markets. (3) SCALING: Stu-
dents learn conditions and criteria that a social entrepreneur needs to
consider when deciding on options for scaling social innovation at the
BOP.
6.2. Potential audience and uses
The case is ideal for introductory and intermediate courses, both in-
side and outside the business school, particularly in regard to: (1) Social
entrepreneurship, social enterprise, sustainable strategies, and innovation;
(2) Inclusive business: The case demonstrates how the BOP market—an
extremely underprivileged social group—can be included into business
operations as paying customers. (3)Models for delivering health care ser-
vices (inside or outside the business school setting).
6.3. Background and preparation for class discussion
Like any teaching case, SSer can be used to discuss different topics. In
the following, we propose concepts and literature that help students to
gain a basic understanding of three key topics and can supplement
preparation of the case for discussion in class. We also recommend
Dees, Anderson, and Wei-skillern (2004) as a technical note.
6.3.1. Social innovation
6.3.1.1. Drivers for social innovation. Literature proposes three important
drivers. A ﬁrst stream of literature discusses changing awareness. For
example, when the public and academic circles started to describe the
poor as “customerswith so-far unmet needs” — and not just as econom-
ically and otherwise disadvantaged people (see, for example, Prahalad
(2009)) — ﬁrms discovered that the poor were a business-making op-
portunity. A second stream of literature argues that “institutional
voids”—that is, contexts in which market institutions such as property
rights are weak or absent, as is often the case in BOP markets and
local, informal economies—drive social innovation: There is potential
for new business opportunities—which so far cannot be pursued
because the institutions required for a functioning market are
missing—through imitating and substituting market institutions, as
well as renegotiating the existing plurality of non-market institutions
(Mair, Marti, & Ventresca, 2012). A third stream of research focuses on
social innovations pursued by companies that develop new skills, new
technologies, and radical innovation (Hart, 2010).
6.3.1.2. Motivations of social entrepreneurs for social innovation. Scholars
have analyzed how a social innovation gets started. For example,
Corner and Ho (2010) studied how entrepreneurs recognize social
needs, and Germak & Robinson (2013) explored the social
entrepreneur's motivation as a driving force for social innovation. How-
ever, motivation by itself is not sufﬁcient to attain sustainable impact.
6.3.1.3. Organisational aspects that characterize social innovation. Scholars
have, therefore, analyzed important organizational aspects that charac-
terize sustainable social innovations, further developing the concept of
business model into a social business model (Yunus, Moingeon, &
Lehmann-Ortega, 2010), proposing the “multiple bottom-line” to de-
scribe hybrid forms of economic and social value creation (Townsend&Hart, 2008), and identifying the importance of private–private or pub-
lic–private partnerships for successfully connecting international and
local markets (Webb, Kistruck, Ireland, & Ketchen, 2010).
6.3.2. Operating at the BOP
6.3.2.1. BOP and its relation to the concept of informal markets. Increasing-
ly, literature on social innovation is focusing on the challenge of doing
business in developing countries, which have large, informal markets
(Godfrey, 2011). In these informalmarkets, institutions andparticipants
are not taxed, not monitored by any form of government, and not in-
cluded in gross national product data (Hart, 2010; London & Hart,
2010; C.K. Prahalad, 2009), or granted access to their country's legal
framework. Thus, not only do the rules of formal markets not fully
apply, but the informal characteristics of thesemarkets also tend to per-
petuate informality. Inmany informalmarkets, negotiations are entirely
oral, contracts are symbolic, as the institutions used to hold the parties
legally accountable aremissing orweak, competition is low due to com-
munity bonds, and costs are often not transparent. Often, the BOP
operates in an informal market setting (Hammond, Kramer, Tran,
Katz, & Walker, 2007), but not all informal activities take place at the
BOP.
6.3.2.2. Concept of “the poor”.With a growing interest in examining busi-
ness in developing countries, one of social innovation literature's largest
debates is regarding the role of the poor. Rather than seeing them as a
passive, disadvantaged members of society, today's literature describes
the poor as actors who are actively seeking to become part of formal
markets—for instance as entrepreneurs (Kistruck, Webb, Sutter, &
Ireland, 2011), informal supplierswho sell their products to formalmar-
kets (London, Anupindi, & Sheth, 2010), or customers (C.K. Prahalad &
Hart, 2002).
6.3.3. Scaling
Due to the multiple social challenges generated by issues such as
poverty, there is a rising discussion on how, and under which condi-
tions, social innovations can be scaled in order to increase their impact.
Often, the availability of ﬁnancial resources is considered to be themost
important condition for scaling social impact. But studies, like the one of
West, Bamford, and Marsden (2008), show that ﬁnancial resources or
sound infrastructure only are of relevance once actors can make
use of them based on an entrepreneurial mindset and social
networks and knowledge. Once a given social innovation seems
ready to be scaled, the question of how it should be done comes
next. Bradach (2010) describes six strategies and tools to address
this. They include: more technology-oriented strategies such as
the use of the Web to scale impact through disseminating cam-
paigns, sharing knowledge, or facilitating networks and collabora-
tion; organizational solutions—for example, the use of intermediaries
to broker information between supply and demand side actors; and
actor-based solutions such as the development of talent and the training
of future leaders.
Entrepreneurs often face several possible scaling options as de-
scribed by Bradach (2010), and need to determine which to choose. In
this vein, Dees et al. (2004) provide the ﬁve “Rs” as a useful framework
to systematically determine the adequate “scaling path” for a given so-
cial innovation. We recommend that students read their article prior
to class discussion. The ﬁve “Rs” include a) readiness, b) receptivity,
c) resources, d) risk, and e) returns.
6.4. Suggested teaching approach
The following analysis accommodates an 80-minute class, discussing
the three topics introduced above in a complementary way. The instruc-
tor may use 40 min for the topic area he/she would like to focus on, and
Table TN1
Proposed structure for board 1 on the ﬁve Rs of scaling.
Five Rs model Option 1: Option 2:
Dees et al. (2004) Expand primary care geographically to BOP patients in
the Puna (establishing a permanent ofﬁce)
Provide secondary care in San Salvador for BOP patients
in the capital and the region (leverage the hospital's
infrastructure and establish a ﬁnancial services unit)
Readiness: Has the innovation proved to be successful and
not merely dependent on a particular person or a
circumstance? Are the key drivers of the innovation's
success well understood?
A permanent provider network was already successfully
operating in San Salvador.
[→ Answer: yes]
This success included at least three key drivers: selecting
and contracting providers who would deliver
high-quality, ethically sound services; a system of selling
membership cards to potential patients at an affordable
price; and ensuring the service-payment exchange,
handled directly between providers and patients.
[→ Answer: yes]
The private hospital where secondary level procedures
would be delivered is already successfully operating.
SSer had occasionally lent money to SSer members from
the BOP for secondary health care. However, these
experiences are still marginal and related to the speciﬁc
case (e.g., the loan was provided through an informal
(not institutionalized) arrangement, and was based on
trust and personal knowledge of the speciﬁc case).
Setting up a ﬁnancial service organization (banco de
salud) would imply a separate business model, and
would require resources and capabilities that SSer did
not necessarily have.
[→ Answer: overall, no]
Receptivity: Is the target population interested? The Puna community had great need (80% primary
health needs; high rate of preventable diseases, and
insufﬁcient providers of primary health care) and high
support (local leader Rosario; who helped build trust
between locals and providers from the capital) for
receiving SSer services.
[→ Answer: yes]
Community in San Salvador and patients with
predictable (voluntary) operations from the wider area
(potentially including the Puna) had a high need for the
services (19% of secondary health needs). People might
be willing to bear the higher costs, as the price is still
lower than comparable services in the private system
(40–60% less), the quality is higher than the
free-of-charge public system, and waiting times are
shorter.
[→ Answer: yes]
Resources: Do the necessary resources exist to implement
the project (ﬁnancial, know-how, human capital)?
Finding physicians willing to work in the Puna on
permanent basis might be challenging in general.
However, young physicians originally from this area are
returning from studying medicine abroad and potentially
motivated to work here.
[→ answer: in part yes]
Number of physicians: As a comparison, in Costa Rica,
the public health care system calculates 1 primary care
physician for each 4000 people.
Other resources: a one-time investment in housing; rel-
atively high monthly salaries; basic medical infrastruc-
ture already provided in Abra Pampa.
[→ Answer: in part yes]
Network physicians can continue working within the
existing organizational and physical structure.
[→ answer: yes]
Hospital infrastructure: already exists.
Financial services organization: SSer would need to
diversify its activity to include ﬁnancial services
(learning, training, systems, organization and
management structure).
[→ Answer: overall no]
Risks:What happens if it fails? Will there be losses in
credibility or reputation?
Some risk of losing money invested in infrastructure
(while most equipment is already there); need to handle
and pay physicians according to their contract (the work
of these physicians would depend on members alone, in
contrast to the physicians in San Salvador who serve
network members in addition to their other patients).
SSer would need to come up with an alternative solution
(a mobile clinic?) or return and reimburse the
membership cards in order to not risk damaging trust
among network members and the public.
[→ Answer: relatively low]
Might dilute and outstrip SSer's limited resources (lack
of know-how and resources to manage ﬁnancial
services; increased organizational complexity might
overburden the small and already complex
organization).
[→ Answer: high]
Returns: Will it be possible to serve more people well? Will
this be ﬁnancially sustainable?
Potential market size served: Between 1920 (Abra Pampa)
and 7415 people (the Puna)
[→ Answer: yes]
(See also Table TN2)
Sources of income and costs to be considered: SSer would
need to sell enough SER Cards and services to cover the
high costs; it would also need to set higher prices for
primary services in the Puna; one of Prahalad's
dimensions for serving the BOP—high volume—becomes
a critical question in this context (in contrast to San
Salvador, the population is less dense and, therefore,
patients are not easily accessible); costs result mainly
from salaries and housing for physicians.
[→ Answer: Would need to be calculated as soon as SSer
could generate the necessary numbers]
Potential market size served:
Between 7373 (San Salvador) and 25,790 (Jujuy)
[→ Answer: yes]
(See also Table TN2)
Sources of income and costs to be considered: Hospital will
increase revenues. Expansion may increase sales of
membership cards (as it now offers more services). SSer
could potentially generate revenue from interest rates
(from “health loans”; by using money introduced
through “health savings”); costs result from higher
organizational complexity, and setting up and running of
a ﬁnancial services organization.
[→ Answer: Would need to be calculated as soon as SSer
could generate the necessary numbers]
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discussion.
6.4.1. Sser as a social innovation
The aim of the ﬁrst part of the class is to help students understand
how SSer's model operates, andwhat makes it a successful “social inno-
vation.”An initial question could ask:Why did Dr. Gronda create SSer? Tostrengthen the tension of this question, the instructor could describe
Dr. Gronda as a highly-educated, well-known physician who had all
the opportunities to earn a lot of money, but instead decided to become
a social entrepreneur. We propose the following guiding questions to
continue the class:
1. Is SSer a social innovation? How does it differ from other types of in-
novation?
Table TN2
Estimation of potential market size for the two scaling options.
Option 1:
Expand primary care geographically to BOP patients
in the Puna (establish a permanent ofﬁce in the
Puna)
Option 2:
Provide secondary care in San Salvador for BOP patients in the
capital and the region (leverage the hospital's infrastructure
and establish a ﬁnancial services unit)
Abra Pampa The Puna San Salvador Jujuy
Population(1) 9425 38,945 265,249 673,307
Poor population (Population with Unsatisﬁed
Basic Needs, or UBN)(2)
3430 (=9425 × 36.4%) 13,241 (=38,945 × 34%) 55,437 (=26,5249 × 20.9%) 193,912 (=673,307 × 28,8%)
70% of the poor without health coverage(3) 2401 (=3430 × 70%) 9269 (=13,241 × 70%) 38,806 (=55,437 × 70%) 135,739 (=193,912 × 70%)
Potential size of SSer's target market(4) 2401 9269 38,806 135,739
Potential size of SSer's target market considering
level of health care service(5)
1920 (=2401 × 80%) 7415 (=9269 × 80%) 7373 (=38, 806 × 19%) 25,790 (=135,739 × 19%)
Notes:
Bold values indicates signiﬁcant at totals.
(1) See case and Appendix A for numbers.
(2) UBN is used as a proxy for poor population (see Appendix A).
(3) The calculation is referring to the “poor” population, of which 70% are without health coverage.
(4) Target market refers to the BOP (poor) without health coverage.
(5) Target market includes the consideration of attending either primary (80% of contacts in a given health care system) or secondary services (19% of contacts in a given health care
system); also see Appendix B.
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3. What is the impact of SSer?
4. What makes SSer successful?
6.4.2. Local context of SSer— operating at the BOP
The second part of the analysis aims to make students familiar with
the particular context in which SSer operates, and what makes it a BOP
setting. Students should be able to learn that the challenges faced by
Dr. Gronda are similar to those faced by other social entrepreneurs
operating in this segment of themarket. A goodway to begin the discus-
sion is to ask students to identify the social and economic conditions of the
communities in which SSer operates. Further questions may include:
5. What is the difference between formal and informal markets?
6. What are the social/health care challenges for the BOP in Jujuy?Why
do people at the BOP not have access to private health care? What
types of diseases are most affecting BOP populations?What is need-
ed to treat these types of diseases?
7. What are challenges of a health care organization seeking to deliver
services to BOP markets?
6.4.3. Making a decision — scaling health care
The decision point for the SSer case is how should Dr. Gronda scale
SSer's impact. “Impact is not just about serving more people and com-
munities, but about serving them well.” (Dees et al., 2004: 31). The in-
structor can open this discussion by asking: Independently of the two
scaling options, (why) should Dr. Gronda seek an expansion of SSer's
services at all? Further questions should include:
8. Which two options does Dr. Gronda have to scale the impact of his
organization?
9. How do you evaluate the two options?
10. Would it be possible for SSer to pursue a combination of both
options?
We propose the ﬁve Rs of Dees et al. (2004) as a useful framework to
systematically analyze the decision. The instructor can use this frame-
work to guide the discussion, posing questions along the ﬁve “Rs” re-
garding both scaling options. A white board with two columns (onefor each scaling alternative) and ﬁve rows (one for each “R”) may help
capture the students' comments (see Table TN1).
Once the analysis of the case according the ﬁve “Rs” of Dees et al.
has been documented on the board, the class can turn towards a de-
bate regarding which of the options Dr. Gronda should choose. Stu-
dents should be able to support their decision based on the analysis
performed. The discussion can lead to an articulation of the following
observations:
• In terms of “Readiness”, “Resources,” and “Risk”: Option 1 (the
geographic scaling option) is more favorable. For both options
“Receptivity” is a given.
• In terms of “Return,” the distinction is not as clear. Depending on the
scenario, Option 2 could beneﬁt a similar or signiﬁcantly higher
number of patients. The calculations showa range between1920 (cal-
culated for Abra Pampa) and 7415 people (the Puna) in Option 1; and
between 7373 (San Salvador) and 25,790 (Jujuy) in Option 2 (see
Table TN2). “Return” could raise difﬁcult questions such as whether
or not the provision of secondary health care services prevails over
primary health care services, or vice versa. At the same time, it is
not obvious, which of the scaling options ismore likely to beﬁnancial-
ly sustainable—especially because SSer would ﬁrst need to generate
and/or gather the necessary data for a systematic estimation.
The calculations presented in Table TN2 serve as background
information for “Scaling Social innovation,” the third part of the case dis-
cussion and the comparison of the two scaling options along the “5 R's”.
The table provides a calculation of potential market sizes for the two
scaling options, referring to the numbers provided by Simon to his fa-
ther in the teaching case. As it is not possible to know in advance how
many people would make use of SSer's services, the calculation is
based on two scenarios, a conservative on (Abra Pampa and San Salva-
dor) and a very optimistic one (assuming the entire target population in
the Puna and Jujuy, respectively, will become SSer members). The sce-
narios consider the various health care service levels offered by the
two options—primary health care needs (80%) in the Abra Pampa and
Puna scenarios, and secondary health care needs (19%) in the San Salva-
dor and Jujuy scenarios. In sum, the table shows that scaling option 1
could reach a population of 1920 to 7415 people, while scaling option
2 could beneﬁt between 7373 and 25,790 people (while, as an addition-
al thought, the lattermight in theory include up to 1761 – 9269× 0.19 –
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consider whether or not SSer would have sufﬁcient capacity to serve
this number of people. The “Notes” below the table explain the addi-
tional assumptions behind the calculation.
6.4.4. Summary with regard to scaling
In summary, the analysis can raise students' awareness of the fact
that scaling decisions are not only a question of what sounds attractive,
or seems at ﬁrst sight to be more effective and beneﬁt more people, but
also a question of risk, organizational capacity, and history. Integrating
the new hospital and establishing a ﬁnancial services organization
might sound like an attractive option, with the potential to attract the
public's attention—which, due to its innovative character, could also
be a strong motivation for an entrepreneur like Dr. Gronda. It also has
the potential to beneﬁt more patients. However, it would clearly be a
bold decision (resources and skills would need to be built and/or bought,
and SSer would depart from its original focus on primary care), even
though, at least over time, ﬁnancial sustainability is likely to be achieved.
Some studentsmay see a risk in further developing SSer on the basis of an
organization—the new private hospital—that, in contrast to CEGIN, does
not belong to Dr. Gronda and his family. In theory, the owner of the hos-
pital might one day change his plans with the hospital. At this point, the
instructor could draw attention to the fact that the owner was looking
for someone with strong reputation to lead the hospital's operations
(also see p. 8), indicating his interest in strengthening and increasing
his own reputation, which he is not likely to risk.Fig. A1. Jujuy—map and population with UBN by region (2001). Note: (1)The province of Jujuy
that form Sistema Ser are located in and around the capital, San Salvador de Jujuy, in the departm
bers coming from the four different regions (holders of the “SER Card”).
Source: map adapted from http://www2.medioambiente.gov.ar/sian/jujuy/regiones.htm; sourThemore reasonable decisionwould be to expand to the Puna. This is
themore conservative decision (in terms of available resources and skills)
and the one thatmost closely follows SSer'smission. Financial sustainabil-
ity could be an issue, causing SSer to focus on selling/reactivating a sufﬁ-
cient number of “tarjetas.” Cross-subsidizing in the form of using income
from the new hospital to ﬁnance the expansion to the Puna is not an op-
tion, because J. Gronda is not the owner of the new hospital and thus not
in a position to take this decision. Cross subsidizing in the form of slightly
increasing the prices for treatments around San Salvador could be an
option to be discussed, although not raised in practice.
Further, the case does not exclude the possibility to sequence the
two scaling options. Scaling option 2, that is, expanding the service
portfolio, could still be a possibility for the future, once SSer (which
is still a young, small and developing organization) has better inte-
grated, stabilized and formalized its existing systems, structures
and processes.
Appendix A. Jujuy Province, northern Argentina
A.1. Geography
Jujuy is one of 23 provinces in Argentina, a country of around 40
million inhabitants. The province is situated in northern Argentina
and shares boarders with Bolivia, Chile and the Argentine province
of Salta. Jujuy rivals the size of Costa Rica or Slovakia. It is divided
into four regions: the Puna, Quebrada, Ramal and Valles. In 2010,is divided into four regions and 16 departments. Most of the organizations and providers
ent Dr. M. Belgrano. (2)Unsatisﬁed Basic Needs. (3)Indicating the percentage of SSermem-
ces of statistic: INDEC; SSer.
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with 265,249 inhabitants, is located in the Valles region. The
remaining population lives in the surrounding rural areas. Puna,
Jujuy's northern highland region, had 42,541 inhabitants in 2010.
A.2. Population density
Jujuy's geographic diversity affects its population density,
which ranges from less than one person per square kilometer in
the Puna, at altitudes of 1500 to 6000 m above sea level, to 25 peo-
ple per square kilometer in the valleys that lie at 500 to 1500 m
above sea level. An estimated 70% of the province's population is
comprised of indigenous groups or their descendants. There are
also a rising number of indigenous immigrants, particularly from Bolivia,
one of South America's most impoverished nations, who seek employ-
ment and a better quality of life in Argentina (Lipcovich, 2012).
A.3. Economy
Jujuy's economy is based on basic activities such as farming (sugar
cane and tobacco) and, to a lesser degree, on mining, the raising of
llamas and vicunas, and tourism. Political interventions that have heavi-
ly undermined the economic prosperity of the region include privatiza-
tions in the 1990s, the closure of the only railway line connecting Jujuy
with central Argentina, and the country's economic crisis of 2001. The
above events have also signiﬁcantly increased the number of people liv-
ing below the poverty line.
A.4. Poverty and the BOP
People living at the lowest social and economic levels of a soci-
ety are referred to as living at the base of the pyramid. They are
often immigrants or minorities, most likely unemployed or work-
ing in the informal sector, earning a few dollars per day. Several
poverty indicators can be used to estimate the size of this group
within a given population. In Argentina, “income poverty” refers
to individuals subsisting on approximately US $95 per month or
families with a disposable income of approximately US $292 per
month in 2013. In comparison, the average monthly income of indi-
viduals living in San Salvador in 2013 was roughly US $516 (INDEC
2013). In 2010, income poverty in Jujuy was 30%, compared to the
national rate of 17.8%. In terms of Unsatisﬁed Basic Needs (UBN),
an indicator measuring quality of life with regard to housing, sanitation,
basic education and minimum income, the situation varied signiﬁcantly
among Jujuy's various departments. In the capital city of San Salvador de
Jujuy, the basic needs of 21% of thepopulationwere not beingmet,while
in some parts of the Puna, that number was 46%.
Appendix B. Health care in Argentina
B.1. Levels of health care
The international classiﬁcation system for health care distinguishes
among primary, secondary and tertiary services. Primary health care re-
fers to relatively cheap, low-complexity, day-to-day services that people
need in order to prevent or treat illnesses. Individual physicians ormed-
ical centers provide these services (for example, routine tests such as
Papanicolaou tests (pap smears), a cervical cancer test forwomen). Spe-
cialists, who treat more complex situations such as childbirth or appen-
dicitis, provide secondary health care, often in hospitals. Tertiary care
refers to even more specialized services, such as cancer management
or cardiac surgery. Statistics show that primary health care accounts
for roughly 80% of all interactions in a given health care system, while
roughly 19% of the general population requires secondary health care,
and one percent tertiary care (Shi & Singh, 2008).B.2. Scores of important health indicators
The provision of health care services in Argentina is riddled with is-
sues, reﬂected in the low scores of several health indicators. In 2008, the
maternal mortality rate was nine in every 100,000 births in Buenos
Aires, Argentina's capital, and more than 100 in every 100,000 in
Jujuy. In the richest parts of the country, eight in every 1000 newborn
children died, compared to 19 in every 1000 in the poorest regions,
such as Jujuy (Belló & Becerril-Montekio, 2011). In 2011, more than
ﬁve in every 10,000 people in Jujuy died from complications following
medical or surgical treatments, compared to the national rate of less
than three in every 10,000. In the same year, 0.2% of the cases of female
mortality in Jujuy were caused by cervical cancer, while the average for
Argentina was 0.1% (DEIS, 2013).
B.3. Coverage
Health care in Argentina is provided by public and private pro-
viders and covered by social insurance, private insurance, or a gov-
ernment plan. But many people are left without any form of health
coverage—primarily the poor, who are often unemployed or have
an uninsured job in the informal sector. There is a signiﬁcant disparity
among the country's various geographical areas and income levels. In
2010, 45% of the population of Jujuy and 36% of the population of
Argentina had no health care coverage at all. In the northwestern re-
gion, which includes the province of Jujuy, some 70% of the poor lacked
insurance, compared to 24% of the non-poor population.
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